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WETNERER
Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Erlinda’s CHAPTER 100.1
Address: Inspection Date: December 4, 2018 Annual
2020 Uhu Street, Honolulu, Hawaii 96819

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.

RECEIVED
9/23/2019 2:08 PM

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18 1 STATE OF HAWAII
DOH-OHCA LICENSING SECTION
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“®  RULES (CRITERIA) PLAN OF CORRECTION Completion
SETNELER! Date
& §11-100.1-9 Personnel, staffing and family requirements. PART 1
(al)l dividual h
All individuals who either reside or provide care or services ?
to residents in the Type I ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY? YE S
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases. _
[2- 1 7-/%

FINDINGS

No evidence of an annual physical examination.
1. Household member (HHM) #1
2. Substitute Care giver (SCG) #3
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[ O e RULES (CRITERIA) PLAN OF CORRECTION Completion
03AI303Y Date
& §11-100.1-9 Personnel, staffing and family requirements. PART 2
()
All individuals who either reside or provide care or services
to residents in the Type 1 ARCH, shall have documented w
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT | /2- /7 / 4%

certify that they are free of infectious diseases.

FINDINGS

No evidence of an annual physical examination.
1. Household member (HHM) #1
2. Substitute Care giver (SCG) #3
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No evidence of tuberculosis (TB) clearance:
1. Household member (HHM) #1
2. Substitute Care giver (SCG) #3
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e e RULES (CRITERIA) PLAN OF CORRECTION Completion
03AI303Y Date
& §11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services DID YOU CORRECT THE DEFICIENCY? )/E g
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
I oktazirn g 7.8 clearonec /2’/7’ /s
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e /e RULES (CRITERIA) PLAN OF CORRECTION Completion
13AI303d Date
E §11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
FUTURE PLAN

All individuals who either reside or provide care or services

to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance. USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

FINDINGS ., /7 /y
No evidence of tuberculosis (TB) clearance: o y ’ /&1 /-
1. Household member (HHM) #1 Ir2 7he W I weld /'%
2. Substitute Care giver (SCG) #3 /V;,, - 0ol Are R R
k,é%m/v +HBe ex///‘z} 7 She T8
dlarane .




NOILD3S ONISN3OIT VOHO-HOd
IVMVH JO 31V1S

IR -SL W S C 1)L 71
G FUU OPULILLIO

FINDINGS
SCG #4, no first aid certification.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
g3AI303y Date
] | §11-100.1-9 Personnel, staffing and family requirements. PART 1
(e)3)
The substitute care giver who provides coverage for a period DID YOU CORRECT THE DEFICIENCY? 75 4
less than four hours shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in first aid; CORRECTED THE DEFICIENCY .
/2-07-/%
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FINDINGS
SCG #4, no first aid certification.

IT DOESN’T HAPPEN AGAIN?
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e e RULES (CRITERIA) PLAN OF CORRECTION Completion
D3AIZ03Y Date
g §11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)3)
The substitute care giver who provides coverage for a period FUTURE PLAN
less than four hours shall:
USE THIS SPACE TO EXPLAIN YOUR FUTURE

Be currently certified in first aid; PLAN: WHAT WILL YOU DO TO ENSURE THAT | ’2-57- /&
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action.

FINDINGS

SCG#2, no documentation for training by the primary care
giver (PCG) to make medications available to residents and
properly record such action. Repeat deficiency from 2017.

RULES (CRITERIA) PLAN OF CORRECTION Completion
03AI203Y Date
& §11-100.1-9 Personnel, staffing and family requirements. PART 1
(&4
The substitute care giver who provides coverage for a period
less than four hours shall: DID YOU CORRECT THE DEFICIENCY?
Be trained by the primary care giver to make prescribed USE THIS SPACE TO TELL US HOW YOU /
medications available to residents and properly record such CORRECTED THE DEFICIENCY 2-07-/¢
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N O SHOTIETe ™ RULES (CRITERIA) PLAN OF CORRECTION Completion |
SERVEE].] Date
& §11-100.1-9 Personnel, staffing and family requirements. PART 2

(e)4)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be trained by the primary care giver to make prescribed USE THIS SPACE TO EXPLAIN YOUR FUTURE
medications available to residents and properly record such PLAN: WHAT WILL YOU DO TO ENSURE THAT 2-0 7—05/

action.

FINDINGS

Substitute care giver #2, no documentation for training by
the primary care giver (PCG) to make medications available
to residents and properly record such action.
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RULES (CRITERIA) PLAN OF CORRECTION i
AAEoa Completion
— Date
DX | §11-100.1-13 Nutrition. (k) PART 1

Physician or APRN orders for nutritional supplements
including vitamins, minerals, formula meals and thickening
agents shall be updated annually or sooner as specified.

FINDINGS

Resident #1, no order to make a supplement available. PCG
progress note dated 11/14/18, reports, “Wife brings Ensure.”
One (1) bottle of “Ensure Original” made available daily.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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Resident #1, no order to make a supplement available. PCG
progress note dated 11/14/18, reports, “Wife brings Ensure.”
One (1) bottle of “Ensure Original” made available daily.

PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?
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O e RULES (CRITERIA) PLAN OF CORRECTION Completion
SERNEEE.] Date
& §11-100.1-13 Nutrition. (k) PART 2

Physician or APRN orders for nutritional supplements ‘
including vitamins, minerals, formula meals and thickening
agents shall be updated annually or sooner as specified. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1. 12-07 /5
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Q3AIFO3Y Date

<] | §11-100.1-15 Medications. (g) PART 1

All medication orders shall be reevaluated and signed by the

physician or APRN every four months or as ordered by the

physician or APRN, not to exceed one year. ww

FINDINGS USE THIS SPACE TO TELL US HOW YOU

Resident #1, medications were not re-evaluated and orders CORRECTED THE DEFICIENCY

signed every four months; i.e. 3-6-18 to 9-11-18 is a period

of seven (7) months. 21 /A/fb Aotlep’'s ondenr 5’/&

can gttt Les o ) o 7 W?Zy/‘ﬂr oS
elient is Sfable Sp She Y marths
re- gl uhiop pWhs nef sme-

12




NOILO3S ONISNIOIT VOHO-HOA

IIVMVH 40 31Vv1S
Ad-+0-Z- 640216246
RULES (CRITERIA) PLAN OF CORRECTION Completion
@3AIZ03Y Date
] | §11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1, medications were not re-evaluated and orders PLAN: WHAT WILL YOU DO TO ENSURE THAT
signed every four months; i.e. 3-6-18 to 9-11-18 is a period IT DOESN’T HAPPEN AGAIN?
of seven (7) months. ( :
In AShe S w2t fef 12-77-/8
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Q3AIZO3Y : Date

§11-100.1-83 Personnel and staffing requirements. (5) PART 1 ’
In addition to the requirements in subchapter 2 and 3:
Primary and substitute care givers shall have documented DID YOU CORRECT THE DEFICIENCY? Ytﬂ-—
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO TELL US HOW YOU
to the management of an expanded ARCH and care of CORRECTED THE DEFICIENCY
expanded ARCH residents. 12-]7- Vi%
FINDINGS A offarncol amoeffn & ARowsrrr
SCG #4, documented evidence of eight (8) hours short of OZC eorf nyient /?_04"4 coFisan  Fr
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twelve (12) hours of continuing education required yearly. o W ¢ 12 Pt W >
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Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent
to the management of an expanded ARCH and care of
expanded ARCH residents.

FINDINGS
SCG #4, documented evidence of eight (8) hours short of
twelve (12) hours of continuing education required yearly.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
SERVELER] Date
] | §11-100.1-83 Personnel and staffing requirements. (5) PART 2
In addition to the requirements in subchapter 2 and 3: _
FUTURE PLAN /2-17- /8
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<
Licensee’s/Administrator’s Signature: —Hl A2

QA3AIF0IN ' .
Print Name: ERUNDA 8. T35/ DRD

Date: 9~ 2 - 20719
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